Aims and objectives: To detect the prevalence of NANDA-I diagnoses and possible relationships between those and patient characteristics such as gender, age, medical diagnoses and psychiatric specialty/setting.
| INTRODUCTION
Over the last decades, mental healthcare underwent drastic changes in most developed countries. Community-based settings increasingly provide care for patients with severe mental disorders (OECD, 2014) , and the number of inpatient beds has been reduced (Roger & Gray, 2009 ). The focus of attention has shifted towards outpatient or day hospital treatments (Bowers, 2005; Hell et al., 1998; Waldner, 2011) . Nevertheless, psychiatric inpatient settings still have an important role in mental health care, especially in urgent and crisis situations (Aiyegbusi & Norton, 2009; OECD, 2014) . There are a number of reasons that justify an admission of psychiatric patients to an inpatient setting: potential to harm themselves or others; acute personal crisis and/or symptomatic behaviour in relation to severe mental disorders that cannot be managed in the community; self-care deficits requiring support at different times during the day; requiring medical treatments that can only be administered in an inpatient facility (e.g., compulsory measures, supervising drug treatments or its effects); and needs for temporary changes of setting or a period of rest, especially for relatives (Bowers, 2005; Sauter, Abderhalten, Needham, & Wolff, 2011) .
The daily work of psychiatric nurses is characterised by three main aspects: caring, attending and patient advocacy (Varcarolis, 2009 ). Nurses focus-on the basis of personal interactions with patients-to resolve mental, emotional and dysfunctional aspects of life crises as well as to manage and alleviate or ease painful symptoms of mental disorders. Further, they support patients in improving overall functioning and in reducing personal and social consequences of mental illness (Holoday Worret, 2008) .
Only a few studies addressed psychiatric inpatients and their needs from the perspective of nursing care. A number of nursing phenomena described in journal articles about adult inpatient psychiatry were identified and mapped with the NANDA-I classification (Frauenfelder, Muller-Staub, Needham, & Van Achterberg, 2011) . Using a content analysis approach, patients' responses documented in nursing records were identified and compared with the NANDA-I classification (Frauenfelder, van Achterberg, Needham, & M€ uller Staub, 2016) . Both studies demonstrated that the NANDA-I classification describes essential nursing phenomena in the adult inpatient psychiatry. Escalada-Hernandez et al., (2015) described the prevalence of NANDA-I diagnoses related to medical psychiatric diagnoses in psychiatric long-and medium-term care as well as in psychogeriatric long-term and day-care settings.
The most identified nursing diagnoses were mainly related to psychosocial needs and self-care deficits in all psychiatric diagnosis groups. However, only marginal knowledge exists on patterns of patient characteristics related to care needs in psychiatric inpatient settings. Studies on psychiatric inpatient characteristics such as gender, age, medical diagnoses or specialties/settings and possible relationships or patterns among these characteristics with nursing diagnoses are missing. However, it is essential to combine comprehensive and psychiatry-specific knowledge about hospitalised patients in defined settings and nursing diagnoses to ensure and enhance adequate psychiatric nursing care. This study focused on the conception of psychiatric inpatients from a nursing perspective on the basis of NANDA-I diagnoses. The results will enhance the knowledge about this patient group, their characteristics and needs.
| BACKGROUND
Standardised nursing terminologies ensure an adequate description of nursing practice and generate nursing relevant data needed to evaluate and continuously improve nursing care (Keenan & Yakel, 2005; Keenan, Tschannen, & Wesley, 2008; M€ uller-Staub, Needham, Odenbreit, Lavin, & van Achterberg, 2007; M€ uller-Staub, Needham, Odenbreit, Lavin, & van Achterberg, 2008) . Several authors identified the classification-set NANDA-I, Nursing Interventions Classification and Nursing Outcomes Classification (NNN) as the taxonomies with the widest diffusion profile and the most noteworthy patterns of sustainability (Anderson, Keenan, & Jones, 2009; Odenbreit, M€ uller-Staub, Brokel, Avant, & Keenan, 2012) . The NNN includes nursing diagnoses, interventions and outcomes that are relevant for all nursing settings (Johnson et al., 2012) . Based on NNN implementation into practice, nurses stated more accurate diagnoses and performed significantly more effective interventions, which lead to improved patient outcomes (Florin, Ehrenberg, & Ehnfors, 2005; M€ uller-Staub et al., 2008; Thoroddsen & Ehnfors, 2007) . Using NNN, the quality of documented nursing diagnoses, aetiology specific nursing interventions and nursing sensitive was improved and their coherence was strengthened (M€ uller Staub, Abt, Brenner, & Hofer, 2015; M€ uller-Staub, Lavin, Needham, & van Achterberg, 2006) .
The NANDA-I represents the classification of diagnoses within NNN. It is the most frequently and best evaluated classification (Tastan et al., 2014) . A huge number of validation and prevalence studies addressed the relevance of the NANDA-I for nursing care in What does this paper contribute to the wider global clinical community?
• The study revealed a high number of diverse nursing diagnosis in six specialty centres of adult inpatient settings.
• NANDA-I diagnoses related to the domains "Coping/ Stress Tolerance," "Safety/Protection" and "Health Promotion," "Self-Perception" and "Activity/Rest" were the most relevant for inpatient psychiatric care.
• Patients' gender, age and psychiatric diagnoses were related to the nursing diagnoses documented in patient records.
e464 | different settings. For the psychiatric nursing setting, a study described the inter-and intrarater reliability of nursing process records basing on NANDA-I diagnoses for inpatients with schizophrenia (Chung, Chiang, Chou, Chu, & Chang, 2010) . The prevalence of the former nursing diagnosis "Disturbed Thought Process" was evaluated to discuss its readmission into the classification (Escalada-Hernandez et al., 2015) . Further, Prokofieva, Koukia, and Dikeos (2016) assessed the implementation of using NANDA-I diagnoses implemented in the care of inpatients with major depression.
Other studies considered the applicability of the NANDA-I classification to defined psychiatric settings. Thome, Centena, Behenck, Marini, and Heldt (2014) identified 14 NANDA-I diagnoses for outpatient psychiatric nursing care and their results supported the successful applicability of the classification in outpatient settings.
Further, two qualitative studies demonstrated the relevance of NANDA-I to depict patients' specific care needs in adult inpatient settings (Frauenfelder et al., 2011 (Frauenfelder et al., , 2016 . With a retrospective quantitative approach, Escalada-Hernandez et al. (2015) identified primarily labels related to psychosocial and self-care deficits as the most frequent NANDA-I diagnoses in psychiatric long-and medium-term care, as well as in psychogeriatric long-term and day-care settings.
Nevertheless, no studies were found about NANDA-diagnoses combined with patient characteristics of adult psychiatric patients in inpatient settings.
| Research aim and question
This study aimed to identify NANDA-I diagnoses and their frequencies from documented diagnoses in nursing care plans in adult inpatient psychiatric settings. Further, possible relationships or patterns among NANDA-I diagnoses and psychiatric inpatient characteristics were explored.
The following research questions were addressed:
• What is the prevalence of NANDA-I diagnoses in nursing care plans of adult inpatient psychiatric settings?
• Does the prevalence of NANDA-I diagnoses relate to patient characteristics such as gender, age, psychiatric medical diagnoses and patients specialised treatments?
| ME TH OD
A quantitative-descriptive, cross-sectional study with a convenience sample was performed.
| Setting
This study was performed in adult inpatient care wards of a Univer- • Centre for Acute Psychiatric Disorders (CAPD, 156 beds): Adult patients with severe acute psychiatric symptoms.
• Centre for Integrative Psychiatry (CIP, 105 beds): Adult patients with severe, chronical psychosis, legal drug abuse (alcohol, medication) and impulse-control-disorders.
• Centre for Depressions, Anxiety Disorders and Psychotherapy (CDAP, 51 beds): Adult patients with depressions and anxiety and obsessive-compulsive disorders.
• Centre for Addiction Treatment (CAT, 31 beds): Adult patients with severe illegal drug abuse demanding an inpatient treatment.
• Centre for Gerontopsychiatric Psychiatric Medicine (CGM, 64 beds): Older patients (≥65 years) demanding a psychiatric inpatient treatment.
• Centre for Inpatient Forensic Therapy (CIFT, 79 beds): Adult offender with severe psychiatric disorders, primary schizophrenia.
The classification of NANDA-I was introduced and established over the course of the last decade in all inpatient settings of the clinic. The nurses were trained on the job or during their formal nursing education to perform the nursing diagnostic process and to document nursing relevant patient problems as NANDA-I diagnoses.
Other nursing diagnoses classifications were not applied on the wards, and as a standard, nurses would not state write nursing diagnoses in own words.
| Data
All of the following data were relevant to pursue the study objectives:
NANDA-I diagnoses, gender, birth date, date of admission and the centre's name of current hospitalisation. On the basis of the birth date, the patient's age was calculated in years and categorised in seven age categories. This categorisation revealed age structures of the involved patients and ensured a rigorously performed, descriptive analysis of the prevalence of NANDA-I diagnoses. Further, patients' length of stay for this study was calculated from the difference between the date of admission and the moment of data collection. According to the research question, categorising patients' length of stay was only used to complete the social-demographic overview.
Based on medical information, the numbers of somatic and psychiatric diagnoses recorded with the International Classification of Diseases, version 10 (ICD-10), as well as the admission relevant psychiatric main diagnoses, were identified. The main diagnoses were formulated as differentiated ICD-10 diagnoses (e.g., F10.1). For the analyses, these diagnoses were grouped into the main diagnoses related groups (e.g., F10-19) . Further, all documented titles of NANDA-I diagnoses were evaluated and compared with the NANDA-I classification domains. The data were systematically checked for completeness in SPSS.
In case of missing data, the relevant patient records were re-consulted and the data-if possible-were completed or corrected.
Most of the nursing diagnoses were documented with their titles whereas some were incompletely formulated. Two nurse scientists coded the titles of the correctly documented diagnosis titles. In the case of vaguely documented titles, the nursing care plans were identified, discussed, and-if possible-the titles of the diagnoses were corrected based on consensus.
The results were arranged and presented in a descriptive design.
First, frequencies for the social-demographic data were obtained and the explanatory variables (gender, age category, centre of hospitalisation and medical psychiatric main diagnoses) were calculated. Next, the prevalence of the NANDA-I domains and diagnoses within the domains were calculated. Finally, an analysis of NANDA-I domains and nursing diagnoses and their relations with the explanatory variables was performed. The results were categorised to present a nuanced overview of the inpatient adult psychiatric nursing care.
The relations within categorical bivariate data (gender) were tested using chi-square test. Further extensive statistic tests were not performed because of the small numbers of cases and due to the descriptive nature of the chosen research design.
The study was approved by the ethics committee of the canton of Zurich, Switzerland (KEK-ZH-Nr. 2014-0376).
| RESULTS
At the reference date, 432 patients were hospitalised in the inpatient settings. A total of eight patients were excluded from the study: in one case, it was not allowed to use clinical data for research purposes as recorded by a personal directive, and seven patients were younger than 18 years. Overall, men were the majority (57%), but not so in the centres CDAP (35%) and CGM (40%). The mean age of all included patients was 46.0 years (median 44.0, standard deviation 17.5). However, three-fourths of all patients was between 25-65 years old, except for CGM where 97% of the patients were older than 65 years. Further, most patients were hospitalised for less than 60 days, with the exception of the centres CDAP (28%) and CIFT (91%), where the category "60+ days" applied to the largest patient group. Most patients were diagnosed with schizophrenia, schizotypal and delusional disorders (F20-29, 37%) or mood [affective] disorders (F30-39, 26%) as main diagnoses.
Schizophrenia was the predominant diagnosis in the centres CIFT (75%) and CAPD (48%), while mood [affective] disorders were most common in the centres CDAP (72%) and CGM (47%). About threefourths of the patients in CAT and 41% of all patients in CIP were diagnosed with psychiatric and behavioural disorders caused by alcohol (F10-19). Diseases of the nervous system (G3, 13%) were only found in CGM (Table 1) .
Many patients were diagnosed with more than one psychiatric diagnosis (55%). A third of all patients also suffered from somatic diagnoses, especially in the CGM (92% of the patients) and in the CAT (44% of the patients). Differentiated data are presented in Table 1 .
In total, 410 nursing phenomena were diagnosed with 85 different NANDA-I diagnoses and in 312 patients. There were 112 patients without NANDA-I diagnoses, from which almost two-thirds were male patients (n = 68, 61%). Older patients were less frequently identified without diagnoses (>65 years: n = 6, 6%), followed by patients between 25-54 years (n = 78, 70%). About 45% of the patients without a nursing diagnosis were diagnosed with schizophrenia, schizotypal and delusional disorders (F20-29, ICD-10).
Some patients were diagnosed with NANDA-I diagnoses (N = 23) excluded from the current classification (2015) (2016) (2017) . The diagnoses "Disturbed Sensory Perception" (N = 12) and "Disturbed Thought Process" (N = 6) were the most frequently stated former NANDA-I diagnoses. Further, although against the wards' policies, we found diagnoses written in nurses' own words (N = 21). These were vaguely worded and/or not described in a problem-etiology-signs/ symptom (PES) format and not clear enough to relate them to NANDA-I diagnoses.
| Prevalence of NANDA-I diagnoses
The NANDA-I diagnosis "Ineffective Coping" (N = 42) was by far the most frequently stated diagnosis. The NANDA-I diagnosis "Ineffective Health Maintenance" (N = 26) was the second frequent diagnosis.
The third most frequently addressed diagnoses (N = 21) were "Hopelessness" and "Risk for other-directed violence". Further, "Impaired social interaction," "Insomnia" and "Risk for self-directed violence" were the fourth most frequently stated diagnoses (N = 14). "Chronic confusion" (N = 13) and "Defensive Coping" (N = 12) were the fifth and sixth most frequent diagnoses followed by "Chronic Low Self-Esteem" (N = 11), "Anxiety" (N = 10) and "Risk for Suicide" (N = 10). The remaining nursing diagnoses occurred in less than ten patients.
The calculation of the third quartile of the diagnoses' frequencies identified all nursing NANDA-I diagnoses with a frequency of greater or equal five. This group represented 27 different NANDA-I e466 | diagnoses determined for 307 patients, while 18% of these patients had more than one diagnosis.
We found diagnoses of all NANDA-I domains, except for diagnoses corresponding to the domains "Sexuality" and "Growth/ Development". The domains with the most frequently listed diagnoses were "Coping and Stress Tolerance" (n = 101, 25%), "Safety and Protection" (n = 70, 17%) and "Health Promotion" (n = 59, 14%). (46) 94 (22) 35-44 32 (21) 22 (27) 9 (21) 6 (38) 0 (0) 18 (24) 87 (21) 45-54 30 (20) 27 (34) 11 (26) 3 (19) 0 (0) 10 (13) 81 (19) 55-64 33 (22) 10 (13) 8 (18) 0 (0) 2 (3) 4 (5) 57 (14) 65-74 (14) 7 (9) 6 (14) 1 (6) 1 (2) 1 (1) 37 (8) 5-19 55 (37) 14 (17) 9 (21) 7 (44) 22 (37) 2 (3) 109 (26) 20-39 38 (25) 21 (26) 6 (14) 5 (31) 20 (33) 3 (4) 93 (22) 40-59 18 (12) 20 (25) 10 (23) 3 (19) 11 (18) 1 (1) 63 (15) 60+ 18 (12) 18 (23) 12 (28) 0 (0) 6 (10) 68 (91) 122 (29)
F10-19 21 ( (14) 33 (41) 1 (2) 12 (75) 1 (2) The exploration of nursing diagnoses in relation to gender revealed differences between men and women. A significant difference (chisquare, p < .05) between women and men was found in three NANDA-I diagnoses. The NANDA-I diagnosis "Defensive Coping" was found in males only (Χ 2 = 9.9199, p .002, df 1). Further, the proportion of men with the NANDA-I diagnosis "Ineffective Coping" was significantly higher than the proportion of women (Χ 2 = 6.791, p .009, df 1). As opposed to this, women were significantly more often affected by the NANDA-I diagnoses "Insomnia" (Χ 2 = 4.888, p .027, df 1).
No significant results between women or men were found in the remaining NANDA-I diagnoses. Nevertheless, men were four times more frequently affected by the NANDA-I diagnosis "Risk for Suicide". The NANDA-I diagnosis "Hopelessness" showed a gender ratio of 1:2 dominated by male patients; although not quite as different, a similar difference "Risk for Self-Directed Violence". The NANDA-I diagnosis "Anxiety" were found twice as often in females when compared to males. Further, gender ratios of the NANDA-I diagnoses "Chronic Low Self-Esteem" and "Chronic Confusion" were distinctly more found in women (Table 2 ).
| Nursing diagnoses and age categories
The diagnosis "Risk for Other-Directed Violence" was predominantly manifest in older patients. About 60% of patients with this diagnosis were 65 years and older. Further, also most patients with the diagnosis "Chronic confusion" were 65 years and older; 31% were between 65-74 years, and 46% were 75 years and older. The majority of patients (91%) with the diagnosis "Chronic Low Self-Esteem"
were younger than 45 years. Similar to this pattern, patients with the diagnosis "Anxiety" were younger than 45 years (60%). The majority of patients (67%) with the diagnosis "Defensive Coping" were between 25-34 years old (Table 2) .
| Nursing diagnoses and centres
A high number of patients with the diagnosis "Ineffective Coping"
were hospitalised in CIP (36%) and CIFT (31%). The majority of patients with the diagnosis "Risk for Other-Directed Violence" were found in CGM (52%) and CAPD (43%). More than half of all patients with the diagnosis "Impaired Social Interaction" were hospitalised in CIFT (57%). About two-thirds of patients with the diagnosis "Risk for
Self-Directed Violence" were found in CAPD (64%). More than 80% of patients with the diagnosis "Chronic Confusion" were found in CGM (85%) and with the diagnosis "Defensive Coping" in CIFT (83%).
Further, patients with the diagnosis "Chronic Low Self-Esteem" were hospitalised either in CIP (64%) or in CIFT (36%), and half of patients with the diagnosis "Risk of Suicide" were found in CAPD. Table 3 .
| Domains
There were significant differences (chi-square, p < .05) between men and women in the NANDA-I domains "Coping/Stress Tolerance" (♂>♀: The highest number of patients with the diagnoses listed in the domain "Health Promotion" was found in the group of patients between 55-64 years. In the centres, CAPD and CAT most patients had diagnoses of the domains "Health Promotion" and "Safety Protection". Further, in patients form the centres CIP and CDAP, we primarily found diagnoses in the domains "Self-Perception" and "Coping/ Stress Tolerance." The diagnoses found in CGM commonly related to the "Safety/Protection" domain. The diagnoses in CIFT most often related to "Self-Perception" and "Coping/Stress Tolerance". Further information is presented in Table 4 .
Patients with organic mental disorders (F0-9) often had nursing diagnoses from the domains "Perception/Cognition" (29%) and "Safety Protection" (29%). Patients with mental and behavioural disorders due to psychoactive substance use (F10-19) were mainly affected by nursing diagnoses of the domains "Health Promotion" (25%) and "Coping/Stress Tolerance" (45%). More than a quarter of the patients with schizophrenia, schizotypal and delusional disorders (F20-29)
were found to have nursing diagnoses listed in the domains "Coping/ Stress Tolerance".
About 25% of patients with mood [affective] disorders (F30-39,
ICD-10) were affected by nursing diagnoses of the domain e468 | "Self-Perception". Patients with neurotic, stress-related and somatoform disorders (F40-49) were often affected by nursing diagnoses of the domains "Coping/Stress Tolerance" (26%) or "Safety/Protection" (29%). More than half of patients with disorders of adult personality and behaviour (F60-69) were affected by nursing diagnoses either of the domains "Coping/Stress Tolerance" (26%) or "Self-Perception" (26%). More than two-thirds of patients with degenerative diseases of the nervous system (G3, ICD-10) were affected by nursing diagnoses of the domains "Perception/Cognition" (27%) and "Safety/Protection" (41%).
| DISCUSSION
This study included 424 patients and revealed a variety of NANDA-I diagnoses as identified by nurses during inpatient care. Possible patient patterns for nursing diagnoses in relation to gender, age, psychiatric medical diagnoses and specialised treatments in inpatient psychiatry were also detected. The present sample reveals some differences related to common patient distributions in psychiatric inpatient settings. The gender ratio in our sample was dominated by males with the exception of CDAP and CGM, where the majority was female. The gender ratio was also consistent without CIFT where male patients were expectably dominant. The annual statistics of the clinic, from which the sample was drawn, indicated similar gender ratios (UHPZ, 2016). As opposed to this, the national averages for inpatient psychiatric care in Switzerland highlighted more or less balanced gender ratios, with a tendency towards more women (BFS, 2016) . Further, the sample of the present study more frequently encompassed patients in their first half of life in contrast to the national average of Switzerland that reveals a lower number of this age group. Schizophrenia, schizotypal and delusional disorders (ICD-10, F20-F29) were the most frequent diseases, followed by mood affective disorders (ICD-10, F30-F39) and psychiatric and behavioural disorders caused by alcohol abuse (ICD-10, F10-19). In a (21) (30) 0 (0) 2 (20) 2 (20) 10 Ineffective health management 4 (44) 5 (56) 1 (11) 1 (11) 1 (11) 1 (11) 3 (34) 1 (11) 1 (11) 9 Acute confusion 3 (33) 6 (67) 1 (11) 2 (22) 1 (11) 1 (11) 0 (0) 2 (22) 2 (22) 9 Ineffective role performance 6 (75) 2 (25) 0 (0) 4 (50) 0 (0) 2 (25) 2 (25) 0 (0) 0 (0) 8 Bathing self-care deficit 2 (25) 6 (75) 1 (13) 0 (0) 1 (13) 0 (0) 3 (37) 1 (13) 2 (25) 8 Powerlessness 6 (75) 2 (25) 0 (0) 0 (0) 1 (13) 4 (50) 1 (13) 1 (13) 1 (13) 8 Readiness for enhanced health management 4 (50) 4 (50) 1 (13) 2 (25) 1 (13) 2 (25) 0 (0) 2 (25) 0 (0) 8 Impaired skin integrity 2 (29) 5 (71) 0 (0) 0 (0) 1 (14) 0 (0) 1 (14) 3 (43) 2 (29) 7 Social isolation 4 (67) 2 (33) 1 (17) 1 (17) 1 (17) 1 (17) 0 (0) 1 (17) 1 (17) 6 Situational low self-esteem 5 (83) 1 (17) 1 (17) 2 (33) 1 (17) 2 (33) 
Ineffective coping 6 (14) 15 (36) 4 (10) 1 (2) 3 (7) 13 (31) 0 (0) 0 (0) 16 (38) 12 (29) 7 (17) 3 (7) 4 (9) 0 (0)
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Ineffective health maintenance 10 (39) 1 (4) 5 (19) 4 (15) 5 (19) 1 (4) 0 (0) 0 (0) 6 (23) 7 (27) 7 (27) 3 (11) 2 (8) 1 (4) 26 Hopelessness 6 (29) 3 (14) 7 (33) 0 (0) 4 (19) 1 (5) 0 (0) 1 (4) 2 (10) 2 (10) 13 (62) 1 (4) 2 (10) 0 (0) 21
Risk for other-directed violence 9 (43) 0 (0) 0 (0) 0 (0) 11 (52) 1 (5) 0 (0) 4 (19) 1 (4) 6 (29) 2 (10) 2 (10) 1 (4) 5 (24) 21 Impaired social interaction 4 (29) 1 (7) 0 (0) 0 (0) 1 (7) 8 (57) 1 (7) 0 (0) 0 (0) 12 (86) 0 (0) 1 (7) 0 (0) 0 (0) 14 Insomnia 6 (43) 0 (0) 3 (21) 0 (0) 4 (29) 1 (7) 0 (0) 0 (0) 1 (7) 3 (22) 7 (50) 1 (7) 0 (0) 2 (14) 14 Risk for self-directed violence 9 (65) 0 (0) 1 (7) 3 (21) 0 (0) 1 (7) 0 (0) 0 (0) 2 (14) 4 (29) 2 (14) 4 (29) 2 (14) 0 (0) 14 Chronic confusion 2 (15) 0 (0) 0 (0) 0 (0) 11 (85) 0 (0) 0 (0) 5 (38) 0 (0) 3 (23) 0 (0) 0 (0) 0 (0) 5 (39)
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Defensive coping 0 (0) 1 (8) 0 (0) 1 (8) 0 (0) 10 (84) 0 (0) 0 (0) 1 (8) 10 (84) 1 (8) 0 (0) 0 (0) 0 (0) 12 Chronic low self-esteem 0 (0) 7 (64) 0 (0) 0 (0) 0 (0) 4 (36) 0 (0) 0 (0) 0 (0) 3 (27) 5 (46) 0 (0) 3 (27) 0 (0) 11 Anxiety 3 (30) 2 (20) 2 (20) 0 (0) 3 (30) 0 (0) 0 (0) 0 (0) 1 (10) 2 (20) 4 (40) 2 (20) 0 (0) 1 (10) 10 Risk for suicide 5 (50) 0 (0) 1 (10) 0 (0) 3 (30) 1 (10) 0 (0) 0 (0) 0 (0) 2 (20) 6 (60) 1 (10) 1 (10) 0 (0) 10 Ineffective health management 5 (56) 0 (0) 1 (11) 2 (22) 1 (11) 0 (0) 0 (0) 0 (0) 3 (33) 3 (33) 2 (23) 0 (0) 1 (11) 0 (0) 9 Acute confusion 5 (56) 0 (0) 0 (0) 0 (0) 4 (44) 0 (0) 0 (0) 1 (11) 1 (11) 4 (45) 1 (11) 1 (11) 0 (0) 1 (11) 9
Ineffective role performance 1 (12) 3 (38) 0 (0) 0 (0) 0 (0) 4 (50) 0 (0) 0 (0) 0 (0) 8 (100) 0 (0) 0 (0) 0 (0) 0 (0) 8 Bathing self-care deficit 1 (12) 1 (12) 0 (0) 0 (0) 4 (50) 2 (25) 1 (13) 1 (13) 0 (0) 4 (50) 2 (25) 0 (0) 0 (0) 0 (0) 8 Powerlessness 0 (0) 2 (25) 3 (38) 0 (0) 2 (25) 1 (12) 0 (0) 0 (0) 2 (25) 1 (13) 5 (63) 0 (0) 0 (0) 0 (0) 8
Readiness for enhanced health management 3 (38) 0 (0) 0 (0) 3 (38) 2 (25) 0 (0) 0 (0) 1 (13) 4 (50) 1 (13) 2 (25) 0 ( 4 (57) 0 (0) 0 (0) 0 (0) 1 (14) 1 (14) 3 (43) 0 (0) 0 (0) 2 (29) 7
Social isolation 1 (17) 2 (33) 0 (0) 1 (17) 2 (33) 0 (0) 0 (0) 1 (17) 1 (17) 1 (17) 1 (17) 1 (17) 1 (17) 0 ( (0) 0 (0) 0 (0) 2 (33) 3 (50) 1 (17) 0 (0) 0 (0) 6 Imbalanced nutrition: less than body requirements 2 (40) 0 (0) 0 (0) 1 (20) 2 (40) 0 (0) 0 (0) 2 (40) 1 (20) 2 (40) 0 ( (0) 0 (0) 0 (0) 2 (40) 2 (40) 1 (20) 0 ( (0) 0 (0) 1 (20) 2 (40) 1 (20) 0 ( (0) 0 (0) 1 (20) 2 (40) 1 (20) 0 ( 
Nursing diagnoses 59 (14) 7 (2) 2 (1) 46 (11) 28 (7) 53 (13) 25 (6) 101 (25) 2 (1) 70 (17) 17 (4) 410 Gender ♂ 32 (15) 3 (1) 2 (1) 13 (6) 9 (4) 27 (13) 14 (6) 67 (31) 0 (0) 39 (18) 10 (5) 216 ♀ 27 (14) 4 (2) 0 (0) 33 (17) 19 (10) 26 (13) 11 (6) 34 (17) 2 (1) 31 (16) 7 (4) 194 Age categories (years) 18-24 3 (9) 1 (3) 1 (3) 6 (18) 2 (6) 6 (18) 2 (6) 7 (20) 1 (3) 4 (12) 1 (3) 34 25-34
11 (13) 0 (0) 0 (0) 8 (9) 3 (3) 13 (15) 7 (8) 26 (30) 0 (0) 15 (17) 4 (5) 87
35-44
11 (16) 1 (1) 0 (0) 5 (8) 3 (4) 11 (16) 3 (4) 23 (33) 1 (1) 11 (16) 1 (1) 70 45-54
10 (16) 0 (0) 0 (0) 4 (6) 3 (5) 9 (14) 8 (12) 20 (31) 0 (0) 8 (13) 2 (3) 64 55-64
13 (24) 2 (4) 1 (2) 9 (16) 2 (4) 8 (14) 4 (7) 12 (22) 0 (0) 3 (5) 1 (2) 55 65-74
7 (13) 1 (2) 0 (0) 8 (15) 6 (12) 3 (6) 0 (0) 7 (13) 0 (0) 15 (29) 5 (10) 52 75+ 4 (8) 2 (4) 0 (0) 6 (13) 9 (19) 3 (6) 1 (2) 6 (13) 0 (0) 14 (29) 3 (6) 48
Centres CAPD 25 (20) 3 (2) 1 (1) 14 (11) 9 (7) 14 (11) 5 (4) 17 (13) 1 (1) 34 (27) 4 (3) 127 CIP 4 (7) 0 (0) 0 (0) 3 (5) 2 (3) 14 (24) 4 (7) 27 (46) 0 (0) 1 (1) 4 (7) 59 CDAP 7 (16) 0 (0) 0 (0) 8 (18) 0 (0) 10 (23) 2 (5) 13 (29) 1 (2) 3 (7) 0 (0) 44 CAE 9 (45) 1 (5) 0 (0) 1 (5) 0 (0) 1 (5) 0 (0) 3 (15) 0 (0) 4 (20) 1 (5) 20 CGM 10 (10) 3 (3) 0 (0) 15 (15) 16 (17) 7 (7) 1 (1) 13 (13) 0 (0) 25 (26) 8 (8) 98 CIFT 4 (6) 0 (0) 1 (2) 5 (8) 1 (2) 7 (11) 13 (21) 28 (45) 0 (0) 3 (5) 0 ( (0) 1 (20) 1 (20) 0 (0) 1 (20) 1 (20) 1 (20) 0 (0) 0 (0)
2 (8) 0 (0) 2 (8) 7 (29) 1 (4) 0 (0) 1 (4) 0 (0) 7 (29) 3 (13) 24 F1 15 (26) 1 (2) 0 (0) 2 (3) 3 (5) 3 (5) 0 (0) 25 (42) 0 (0) 9 (15) 1 (2) 59 F2 17 (12) 2 (2) 1 (1) 16 (12) 9 (7) 11 (8) 21 (15) 37 (27) 0 (0) 15 (11) 7 (5) 136 F3 16 (14) 1 (1) 0 (0) 20 (17) 2 (2) 28 (24) 2 (2) 23 (20) 2 (2) 17 (15) 3 (3) 114 F4 5 (17) 1 (3) 0 (0) 1 (3) 1 (3) 4 (13) 1 (3) 8 (26) 0 (0) 9 (29) 1 ( 5 (26) 0 (0) 5 (26) 0 (0) 4 (21) 1 (6) 19 G3 1 (5) 0 (0) 0 (0) 4 (18) 6 (27) 0 (0) 0 (0) 1 (5) 0 (0) 9 (40) 1 (5) 22
demonstrated that psychiatric inpatients most frequently suffered from mood affective disorders, followed by diagnoses within the groups F20-F29 and F30-F39. Further, the present study indicated that more than 90% of all patients older than 65 years, suffered from one or more somatic diagnoses. Several studies already identified a correlation between seniority and multimorbidity and thus confirm the finding of the current study (Barnett et al., 2012; Marengoni et al., 2011) .
Altogether, 85 different NANDA-I diagnoses were found.
Opposed to this (Thome et al., 2014) identified only 14 different NANDA-I diagnoses from electronic patient records in a cross-sectional sample of mental health outpatients. Further, Paans and M€ uller-Staub (2015) identified 47 different NANDA-I diagnoses in a nursing documentation audit of inpatient medical/surgical patients.
The large number of different diagnoses in our study demonstrates the complexity and diversity of nursing relevant problems within inpatient psychiatry. The NANDA-I diagnoses "Ineffective Coping,"
"Ineffective Health Maintenance," "Hopelessness" and "Risk for Otherdirected Violence" as well as "Impaired Social Interaction," "Insomnia"
and "Risk for Self-directed Violence" represent the most frequently identified nursing diagnoses. A previous analysis of nursing notes in inpatient records supports the prevalence of the NANDA-I diagnoses "Ineffective Coping," "Insomnia," "Anxiety" and "Risk for Suicide" (Frauenfelder et al., 2016) . Nevertheless, frequently identified diagnoses from the nursing notes-as the diagnoses "acute and chronic pain," "Noncompliance," "Fatigue" and "Stress Overload"-were only marginally represented in the current study.
The NANDA-I diagnosis "Hopelessness" seems also essential for psychiatric outpatient and somatic inpatient settings (Paans & M€ ullerStaub, 2015; Thome et al., 2014) . The NANDA-I diagnosis "Impaired Social Interaction" was frequently found in both settings. The diagnoses "Ineffective Coping" and "Ineffective Health Maintenance" were only marginal, and the diagnoses of "Risks to Harm Themselves or Others" were not documented in the outpatient setting. Further, there were obvious differences between the psychiatric and somatic inpatient settings. The somatic setting was dominated by the NANDA-I diagnoses "Acute Pain," "Nausea" and "Fatigue" as well as "Risk for Skin
Integrity" and "Imbalanced Nutrition: less than Body Requirements" which were uncommon in the inpatient psychiatry setting.
The prevalence results of nursing diagnoses at the level of domains, ordered by frequencies of corresponding diagnoses, reflect the main aspects justifying admissions to inpatient psychiatry. The most frequently found domain "Coping/Stress Tolerenance" encompasses nursing diagnoses contending life events/life processes (Herdman, 2014) . Normally, the admission to inpatient psychiatric settings implies an extraordinary personal situation for the individual. Coping contains constantly changing cognitive and behavioural efforts to manage specific external and/or internal demands (Lazarus & Folkman, 1984) and is an elementary aspect for psychiatric nursing care.
Coping strategies are influenced by personality traits, social support, gender and age. Age also seems to be the important predictor for problem-based coping that was used less in the elderly (Stevenson, Brodaty, Boyce, & Byth, 2012) .
The second most frequently identified domain "Safety" describes the freedom from danger, physical injury or immune system damage, preservation from loss, and protection of safety and security (Herdman, 2014) . The high relevance of "Safety" in inpatient psychiatry was confirmed by the available literature. Stevenson et al. (2012) described that 11% of all inpatients harmed themselves, 4% attempted suicide and did 2.5% both. Cutting or scratching (73.6%)
was by far the most frequently found expression of self-harm followed by punching surfaces (7.5%) and burning (5.7%) (Kashyap, Hooke, & Page, 2015) . Risk of harming others was identified in one quarter of involuntary, and more than 7% of all admitted patients (Edlinger et al., 2014) . A meta-analysis revealed that almost one in five patients admitted to acute wards committed an act or physical violence during their hospital stay (Iozzino, Ferrari, Large, Nielssen, & de Girolamo, 2015) . These findings support that harming themselves or others in relation with mental health disorders justifies an admission to an inpatient psychiatric setting.
The domain "Health promotion" was the third most frequently found domain. These results reflect the results of other studies. Our findings on relations between nursing diagnoses and patient characteristics revealed tendencies: men seem to be more frequently affected by the diagnoses "Ineffective Coping," "Hopelessness," "Risk for Self-Directed Violence," "Defensive Coping" and "Risk for Suicide,"
whereas the nursing diagnoses "Insomnia," "Chronic Confusion,"
"Chronic Low Self-Esteem" and "Anxiety" were more common in women. Further, there were differences between younger and older patients. Older patients tended to show more other-directed violence and chronic confusion than younger patients, and patients under the age of 45 years were more frequently affected by chronic low self-esteem and anxiety than older patients.
The study findings revealed several potential clusters of nursing diagnoses in relation to psychiatric medical diagnoses. Patients with mental and behavioural disorders due to psychoactive substance use (ICD-10, F10-19) were most frequently affected by the nursing diagnosis "Ineffective Coping." Patients with schizophrenia, schizotypal and delusional disorders (ICD-10, F20-29) were primarily affected by the nursing diagnoses "Ineffective Coping," "Impaired Social e472 | Interaction" and "Chronic Low Self-Esteem." Further, patients with mood affective disorders (ICD-10, F30-39) were more often affected by hopelessness and insomnia as well as ineffective coping and ineffective health maintenance. As opposed to these results, EscaladaHernandez et al. (2015) identified for patients with schizophrenia, schizotypal and delusional disorders-in addition to the nursing diagnosis "Impaired Social Interaction"-also the diagnoses "Self-Care Deficit: Bathing," "Impaired Verbal Communication" and "Ineffective SelfHealth Management". And for patients with mood affective disorders, the same authors found the diagnoses "Self-Care Deficit: Bathing,"
and "Constipation," "Ineffective Self-Health Management" and "Deficient Diversional Activity." These divergent results may be explained by a higher number of older patients hospitalised in long-and medium-term units and psychogeriatric day-care centres in the study of Escalada-Hernandez et al. (2015) . Further, social-cultural as well as health political circumstances could explain the differences.
The former NANDA-I diagnoses "Disturbed Sensory Perception"
and "Disturbed Thought Process" were found several times in the current study and seem still relevant for the mental healthcare setting. 
| Limitations
Several study limitations could be considered: the data collection was performed on a specific moment in time and not over a period of time. As a result, the findings describe point prevalences, and including more patients' or longitudinal data could reveal additional nursing diagnoses and relevant patient characteristics. Following the course of nursing and medical diagnoses over time could strengthen further study designs.
For some diagnoses, the exploration of NANDA-I diagnoses in relation to patient characteristics was hindered by the small numbers and limited numbers for subgroups of patients, so that formal testing for correlations and differences was not possible. For this reason, tendencies could be reported showing a need for further research.
As the present study was performed in the biggest university psychiatric hospital in Switzerland, patients hospitalised in other inpatient psychiatric settings as well as in other social-cultural and economic areas were not involved. Therefore, our study findings may not fully apply to other inpatient psychiatric nursing care and the prevalence rates of alternative medical and nursing diagnoses might be different in other samples.
| CONCLUSION
This study demonstrates the complexity and diversity of nursing care in inpatient psychiatry on the basis of NANDA-I diagnoses and their prevalence. Based on the results, we can conclude that nursing diagnoses were frequently used and highly variable (410 nursing diagnoses; 85 different NANDA-I diagnoses). NANDA-I diagnoses related to the domains "Coping/Stress Tolerance," "Safety/Protection" and "Health Promotion," "Self-Perception" and "Activity/Rest" seem most relevant for inpatient psychiatric care. These domains correspond with the reasons for admission to psychiatric inpatient settings and support their relevance and need in healthcare systems. In view of this study's limitations, further research is needed to gain more insight.
| RELEVANCE TO CLINICAL PRACTICE
This study reveals tendencies of relationships between certain nursing diagnoses and patient characteristics in psychiatric adult inpatients. The study adds to the specific, extended knowledge on nursing diagnoses and patient characteristics for psychiatric inpatients and their responses to actual or potential health problems and life processes. Making nursing care visible and measurable through specific nursing diagnoses and patient characteristics will reinforce and support the daily nursing care and its needs for psychiatric inpatient settings.
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